time, from May till October, cruising off the western coast and islands. He seemed to derive much benefit from this, the vomiting ceased, and he returned home apparently convalescent.
Soon after his return his mode of walking was observed to have changed; it was no longer perfectly steady and firm, but was somewhat lurching, suggestive of a sailor's land gait. No importance was attached to this, as it gave the patient no inconvenience, was not accompanied by giddiness, and it was supposed by his friends to be a habit acquired at sea. He was also observed to have a greater tendency to sleep, being often abnormally drowsy, and he could only with difficulty be roused in the morning.
In January 1884 he began to complain of frontal headache, which was aggravated by stooping or other movement, and by July it had become very severe. From this time, until the date of my first visit, headache had been almost continuous, was usually frontal, but was now sometimes also referred to the right occipital region, and it was the most prominent of his symptoms.
About the end of 1884 the peculiarity of gait became exaggerated, and his father informs me that he first observed a distinct staggering movement, as he walked behind him in January 1885. This staggering or reeling gait had been earlier noticed by his acquaintances, and had sometimes been attributed to causes which were not in operation.
His memory, which had never been very good, began to fail sensibly early in 1885, so that he frequently got into difficulties by forgetting business orders and instructions. The other parts of the brain appeared to be?and were on subsequent examination found to be?healthy. The ventricular system of the brain was dilated, though by no means to such an extreme degree as I have sometimes seen as the result of tumours of the middle lobe of the cerebellum.
The sub -vaginal spaces surrounding the optic nerves were distended with fluid; most marked optic neuritis could be seen with the naked eye in each fundus oculi.
With the object of having the brain photographed, and the appearance of the cerebellar cyst exactly reproduced, the specimen was not further examined at the time of the post-mortem, but was placed in a basin and taken by rail to Edinburgh. Unfortunately the jolting of the railway carriage proved too much for the thin wall of the cyst, for on arriving at home I found the cyst collapsed and its contents escaped.
On careful examination the middle lobe of the cerebellum was found to be almost entirely destroyed by a gliomatous tumour, in one part of which a flat, gritty, calcareous nodule, in diameter fully the size of a fourpenny-piece, was found. The tumour of the middle lobe of the cerebellum was situated in the posterior wall of the cyst, and there could be little doubt that the cyst was a secondary development of the tumour. The cyst had made its way under the superficial fibres of the upper surface of the right lobe of the cerebellum. The left lateral lobe was somewhat compressed but otherwise healthy; the right lateral lobe much compressed and somewhat atrophied; its upper surface being, as has been previously mentioned, invaded and destroyed, but only superficially, by the cyst.
On microscopical examination, the tumour was found to be a glio-sarcomatous tumour; in places the tumour tissue was remarkably vascular; numberless collections of hiematoidin granules, the representatives of former blood extravasations, were scattered here and there throughout the tumour. In some parts of the tumour the walls of the vessel were enormously thickened and infiltrated with a clear, translucent, highly refractive material which stained pink with picro-carmine, and which was evidently the same hyaline material as that found in the walls of the gliomatous tumour of the left frontal lobe which was brought before -the same meeting of the Medico-Chirurgical Society at which this paper was read, and which will be described in a future number of this J ournal.
The optic papillae were found, on microscopical examination, to be in an advanced stage of papillitis; the trunks of the optic nerves behind the lamina cribrosa also presented marked inflammatory C, centre of that portion of the optic papilla which is seen in this section; D, large vessel, which is in places distended with a dense mass of blood corpuscles; E, swelling of the deeper layers of the retina adjoining the optic papilla; F, deeper layers of the retina at a place where they are healthy; G, choroid, which has become detached from the retina and sclerotic; H, sclerotic coat; J, vaginal or dural sheath of the optic nerve; K, sub-vaginal space, situated between the dural and pial sheaths of the nerve, and which is distended with inflammatory products, right up to its termination (L).
disease. 
